In The Netherlands, AIDS (acquired immune defici ency syndrome) was diagnosed for the first time in 1982 (Prummel eta!, 1983 .By 1 July 1988, 539 AIDS patients had been registered, more than half of whom have died. AIDS is considered to be the clinical end stage of infection with the human immunodeficiency virus (HIV). Other clinical manifestations of HIV infection include asymptomatic infection (seropositi vity), acute infection, persistent generalised lympha denopathy, and the AIDS-related complex (ARC) (Centers for Disease Control, 1986 ).
In addition, HIV infection may be complicated by psychogenic and/or organic psychiatric disorders (Wolcott eta!, 1985; Fenton, 1987; Faulstich, 1987 
Resufts
Approximately 270 patients with HIV infection were admitted to the AMC. Psychiatric consultations were requested for 51 patients, excluding out-patient consulta tions. Of the total number of patients with HIV, l8.9!/o were referred for psychiatric consultation (the mean psychiatricconsultation rate at the AMC was 1.2â€"1.5%).
Three of the patients were seen by a psychiatric consultant during a previous stay in hospital, and they were counted as separate consultations. In mostof the cases(n=40) the patientshad alreadybeen diagnosed as having AIDS, whereas five patients had ARC (Table I) . accord to the AIDS ward, one femalepatient whowas None ofthe patientswitha mood disorderwere consideredadmitted after an attemptedsuicidewith a heroin overdose, a suicidal risk. One patient with delirium and one patientand one male patient with acute psychosocial problems.
with an organic affective syndrome exhibited manicWith respect to â€˜¿ treatment of delirium', behavioural symptomssuchas elevatedand irritablemood, grandiosity,disturbances Thirteen patientshad a history of out-patient psychiatric consultation rate of patients with HIV psychiatric care and three patients had been admitted to infection at the AMC. This is not only related to the a psychiatrichospitalat somepoint in the past. increasednumber of patients,but alsoto the opening In 26 cases(51%), some functional or psychogenic of a special AIDS ward and to the participation of complication wasassumed, including12patients(23.5%) with a major depression. In manycases, however,it was a psychiatrist at the weekly meetings of the multi not possibleto excludethe possibilityof an organic disciplinary AIDS treatment team. The general component. An organicbrain syndromewasobserved in consultation rate at the AMC falls within the range 21 patients(41.2%), including13 patients(25.5'lo)with of 0.5â€"9.6 reported in the literature (Hengeveld eta!,delirium and 5 patients(9.8%) with dementia(TableIII). The fmding that the group of 40 patients with AIDS consisted solely of homosexual or bisexual men is a reflection of the fact that, in The Netherlands, AIDS is mainly diagnosed among homosexual or bisexual men (85â€"90Â°lo). In The Netherlands, intravenous drug users constitute 3010of all the patients with AIDS (Houweing eta!, 1987; Bijkerk, 1988) .
1984). The much higher consultation rate on theTABu@

The reasons for referral of AMC patients with
HIV infection appear to be nearly identical to the reasons recorded by Dilley eta! (1985) and Weisman
et a! (1987). The most frequent reasons for referral
reported by these authors include: evaluation of depressive symptoms or of suicide risk and behavioural disorders due to delirium or dementia. Yet, because of the differing ways they are classified, it is hardly feasible to draw any comparison. Be that as it may, our clinical experienceis consistentwith the view of Perry & Markowitz (1986) 1988). We have been impressed by the prominence of apathy and anhedonia in the context of both mood disorders and AIDSâ€"dementia complex. Our diagnostic findings reveal neither pathognomonic nor specific psychiatric signs or symptoms, which is consistent with the conclusion of Dilley et a! (1986) .
The apparently negligible role of suicidal inten tions among patients with HIV infection is striking. Only one of our patients was admitted following a suicide attempt and none of the patients with a mood disorder were considered a suicidal risk. The initial opinion in the United States was that the suicide risk would below, and actual suicide attempts were believed to be rare (Holland & Tross, 1985) . There have since been indications that the number of patients with suicidal ideations and the number of fatal suicides are increasing. Especially patients who have seen friends die from AIDS are now thought to be a suicide risk (Perry & Markowitz, 1986; Baer et a!, 1987) . Of the first 100 AIDS patients admitted to the AMC, however, five have probably died of non-natural causes (Danner et a!, 1987) .
As advocated by various other authors (Dilley eta!, 1985; Wolcott eta!, 1985; Perry & Markowitz, 1986) The psychiatric treatment of patients with HIV infection does not differ from that of other medically ill patients with similar psychiatricsymptoms. There are, however, several complicating factors such as the fear of contagion, whether rational or irrational, negative attitudes regarding homosexuality (â€˜homo phobia') and drug users, and the fear evoked by the poor prognosis in conjunction with the relatively young age of the patients. These factors can lead to either overidentification or avoidance reactions.
HIV infection is a chronic disease with acute exacerbations. Patients are not admitted until a long time after infection.
Hence, regular contact and close co-operation with community mental health facilities, general practitioners, and agencies for psychosocial care are of essential importance.
The psychiatric treatment of in-patients should preferably take place at a medical ward of a general hospital. Close co-operation with other health care workers, including internists, neurologists, and neuro psychologists, is essential. If and when the patient's behaviour becomes impossible for the medical staff to manage, he or she should be transferred to a psychiatric ward.
